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The Operative Management of 


Children in General Practice 


By PAUL A. BARKER, D.D.S., Denver, Colo. 








CONTRIBUTING EDITOR’S NOTE 


Dr. Paul A. Barker is a children’s dentist exclusively. 
He has been director of the public schools dental clinic in 
Denver for four years, dividing his time between that work 
and a private practice in pediadontia. Dentists who wish 
to improve their technique in caring for children’s teeth 
should find valuable suggestions in Dr. Barker’s paper. 
His knowledge of children’s teeth has been gained by 
personal experience, which is plainly shown in his methods 
of handling the typical case described.—W. A. Brierley, 
D.D.S., Contributing Editor. 











IS is a subject 
which has appar- 
ently. been a bug- 
bear to the pro- 
fession since the 

very beginning of dentistry. 
The reasons for this are appar- 
ent to any man who has gone 
through the experience of hav- 
ing to work on a nervous, fright- 
ened little child. The very 
thought of having to perform 
even a trifling operation on 
one of these little tots will 
cause some operators to break 
out in a cold sweat, and many 
have told me that they would 
rather take a beating than 
work for a child. 

This is a sad state of mind 
for any dentist to be in, for 
all are called upon at some 
time or other to perform 
operations for children, and it 
should always be borne in 
mind that a nervous condition 
of the operator is immediately 


noticed by the child on his 
first visit, and his nervousness 
and fear of what is to come 
will be increased accordingly. 

To the child mind, first im- 
pressions are lasting ones, 
consequently, if possible, let 
his first visit to you be one 
that he will remember with 
pleasure rather than with fear 
and trembling. When working 
for children it is very neces- 
sary that your office, your 
assistant and yourself be as 
immaculate as possible, for 
you will find that they are 
strongly impressed by out- 
ward appearances and will 
oftentimes, in their frank, open 
way, discuss with their par- 
ents the impressions which 
you and your office have made 
upon them, either favorably 
or not as the case may be. 

I have found it to be an 
excellent plan to learn the 
child’s first name before he is 
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ushered into the operating 
room and when he does ap- 
pear, to use it in some cheerful 
form of greeting. After he is 
placed in the chair explain to 
him every move you make, 
for he will be watching you 
like a hawk and in constant 
fear that you will surprise him 
and “pull it out.” If this 
plan is followed you will find 
that his faith in your word 
will be increased one hundred 
per cent, and once you have 
obtained this faith be careful 
that you do nothing to abuse it. 

Whenever possible do noth- 
ing at the first appointment 
which will cause pain, and yet 
the impression should be left 
with the child that something 
has been done. This may 
easily be accomplished (pro- 
viding the tooth has not ab- 
scessed) by swabbing out the 
cavity with cotton and drop- 
ping in a little thin temporary 
cement which may easily be 
removed with an instrument 
at the next sitting. If the 
tooth has been aching it is 
vitally necessary to give relief; 
if you do relieve him you have 
made a friend for life and you 
will find that he will be much 
easier to handle at the next 
appointment, when much 
more work may be accom- 
plished. 

It is necessary to make a 
thorough examination of the 
child’s mouth, carefully mark- 
ing all cavities, superficial 
decays and especially all ab- 
scessed temporary teeth, and 
this record should be filed away 
for future reference for it is 
very necessary that you should 





have a complete record of his 
mouth condition at the begin- 
ning and during subsequent 
appointments. On this record 
card should be noted also his 
exact age, condition of his 
health, his conduct while in 
the chair, whether he is under 
a doctor’s care at that time 
and, if so, the doctor’s name. 
These points will be found 
useful if you have occasion to 
work on that child again. 
And now supposing that we 
have our examination chart 
completed let us examine it 
and see what we will find. I 
will take a typical case such as 
you are all familiar with, for 
they are present in every 
general practice nearly every 


day. 
The lower left sixth year 
molar, large bucco-occlusal 


cavity with deep decay, sensi- 
tive to cold and has ached 
occasionally; lower left second 
temporary molar, large mesio- 
occlusal cavity, no fistula but 
probably abscessed; left first 
temporary molar, large distal 
cavity; lower anteriors good; 
lower right temporary molars 
show large mesial and distal 
cavities, one with a large 
fistula on the gum and the 
right sixth year molar a large 
occlusal cavity. The upper 
mouth is probably in as bad if 
not a worse condition and the 
upper anterior teeth have a 
mesial and distal cavity on 
each one. Child is nervous 
and afraid of being hurt; it is 
his first visit to the dentist 
but he has heard his parents 
time and again sit around 
the dinner table and discuss 
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the agonies which have been 
inflicted on them by the den- 
tist, never dreaming that the 
small boy is taking it all in 
and storing it away in his 
mind until the day when he 
himself is placed in the dental 
chair; then it all comes back 
with a rush and he immedi- 
ately associates dentist with 
pain and conducts himself 
accordingly. Mother is anx- 
iously watching you and the 
child and contributing to his 
nervousness by her presence 
and sympathy. . 

You have all had these 
cases and many a time your 
heart has dropped to your 
boots at the thought of start- 
ing such a one, and many of 
us I am afraid have neglected 
them terribly, doing only such 
work as we could in order to 
get them out of the office and 
praying that some kind Provi- 
dence would prevent the other 
deciduous molars from ab- 
scessing and the consequent 
return of the little patient for 
further work. I believe that 
to a great extent the dental 
profession themselves are to 
blame for the apparent laxity 
of the parents in regard to the 
condition of their children’s 
mouths, for I have mothers 
come to me day after day and 
when it is explained to them 
that the child’s mouth should 
be cared for, his cavities filled, 
abscessed temporary’ teeth 
either treated or extracted in 
order to prevent his very 
health becoming impaired, 
they will exclaim in surprise: 
‘‘Why, it was only a short time 
ago that my dentist told me 


—— —T 


that they didn’t need filling 
as they would soon fall out!” 

Is this logical, is it correct, 
is it justice to the child? Is it 
a fair way to treat these little 
patients, who cannot speak for 
themselves and demand good 
work and conscientious effort? 
Do they not deserve as much 
care and consideration as their 
parents? It is no wonder that 
the laity regard the children’s 
teeth so lightly when we as pro- 
fessional men refuse to give 
them the attention they de- 
serve. 

And now let us return to 
our little patient: we find the 
left temporary molar very 
sore and aching, the right one 
with the fistula fairly comfort- 
able but much pus present. 
The sore one is gently opened 
up with a No. 36 inverted 
cone bur and the cavity grad- 
ually enlarged to admit a 
small pledget of cotton. It is 
now washed thoroughly with 
warm sterile water, and equal 
parts of Trikresol and Forma- 
lin sealed in with a quick-set- 
ting temporary cement, being 
very careful not to cause 
pressure. This is all that we 
do at the first sitting and in 95 
per cent of your cases you 
will find that you have relieved 
his pain, gained his confidence 
and are able to do much more 
on him the next time. At his 
next appointment (not more 
than 48 hours) the treatment 
is renewed and you will note 
that the foul odor is nearly 
gone. 

The lower right temporary 
molar is now opened, the fistu- 
la washed through if possible 
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and the same treatment sealed 
in. We now turn our atten- 
tion to the other deciduous 
teeth. The cavities in these 
should be prepared by cutting 
away with a small wheel or 
inverted cone bur enough 
decay to give body to our 
filling and a good undercut 
and then filled with red copper 
cement unless they are occlu- 
sal pits when amalgam can be 
used ; amalgam however should 
not be used on a proximal or 
two-surface cavity in a decidu- 
ous molar for I have as yet 
seen but very few amalgams 
in this location that did not 
show a large overhanging edge, 
discoloration and an excessive 
recurrence of decay, and in a 
majority of cases, due to the 
fact that your amalgam has 
no adhesive properties, you 


‘will, within a few weeks, find 


that it is loose in the inter- 
proximal space and possibly 
forced down upon the delicate 
gum tissues and forming a 
pocket that is a wonderful 
breeding place for pyorrhea 
or other bacteria. 

After experimenting with 
almost every kind of filling 
material in our public school 
clinic work, I do not believe 
that red copper cement has an 
equal for saving children’s 
teeth; it will last as long as 
the average deciduous tooth, 


It does not change color nor 


discolor the tooth, it is easy 
to manipulate and I have yet 
to see the case where recur- 
rence of decay took place 
around the margins. 

In placing these cement fill- 
ings in the temporary molars 





I find it much easier to work 
by placing a No. 21A Ivory 
Cotton Clamp on the sixth 
year molar with cotton rolls 
under the flanges; this will 
keep three teeth dry at once 
and will hold the tongue away 
and enable you to contour 
the filling properly. At the 
third sitting you will generally 
find that your abscessed mo- 
lars have entirely lost their 
foul odor and the fistula has 
closed up; if this is so you may 
proceed to fill them by pack- 
ing the root canals and pulp 
chamber with a paste of Zinc 
Oxide Aristol and Eugenol 
or in a doubtful case use the 
Trikresol and Formalin in- 
stead of the Eugenol.° Gutta 
percha or any other points 
should never be used in the 
root canals of deciduous teeth 
because’ when root absorption 
takes place you will find the 
point sticking down into the 
tissues and with the move- 
ment of the tooth in mastica- 
tion this will cause irritation. 

This brings us to the little 
mesial and distal cavities in 
the upper anteriors. If they 
are thin and brittle I know of 
no better procedure than that 
advised by Black in his ““Opera- 
tive Dentistry’”’ which is to trim 
them down smooth with a disk 
and then paint Silver Nitrate 
on the exposed dentine. We 
now have, however, one im- 
provement: where Black ad- 
vised a straight solution of 
the nitrate we can now use 
Howe’s Ammoniacal Silver Ni- 
trate which I believe is far 
superior for sterilizing den-_ 
tine. If the teeth are short 
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and thick I usually make a 
small undercut cavity and place 
in it a paste of Zinc Oxide, 
Eugenol and powdered Silver 
Nitrate which soon hardens 
and prevents further decay, or 
the cavity may be filled with 
white permanent cement. 

We now have his case com- 
pleted with the exception of 
the permanent sixth year mo- 
lars, the most abused, neg- 
lected and, incidentally, the 
most important teeth in the 
child’s mouth. Few dentists 
realize that at least 75 per cent 
of the mothers of these chil- 
dren believe that the sixth 
-year molars are temporary 
teeth because there is no 
baby tooth lost when they 
erupt, and that as a result of 
this belief in many cases they 
are allowed to decay and 
abscess beyond saving and the 
result as you all know will be a 
mutilated mouth at a time 
when a complete set of teeth 
is absolutely necessary to the 
proper growth of the bones of 
the face, the mastication of 
food and the normal eruption 
of the other teeth. 

This is to my mind one of 
the most pitiful results of the 
parents’ ignorance and I firm- 
ly believe that in the very near 
future the blame for these lost 
sixth year molars will be 
placed squarely on the shoul- 
ders of the dental profession 
unless we realize our responsi- 
bility and instruct every mo- 
ther with whom we come in 
contact to care for those very 
important teeth. 

To save the sixth year mo- 
lars in our present case we 


begin by cutting away all soft 
decay from under the buccal 
and occlusal walls and then 
break down the enamel with 
chisels, and in doing this for a 
child let me advise that you 
take very small bites at a time 
for the ‘‘give’’ of the tooth, asa 
large piece is split off, will 
sometimes cause a bad scare. 
We now have our cavity well 
opened with all overhanging 
edges broken away and the 
bottom presenting a mass of 
decayed dentine which we 
know very well extends clear 
to the pulp chamber. All of 
our previous teachings have 
advised the complete elimina- 
tion of all that decay and yet 
we know that if that decay is 
removed we will have a pulp 
exposure resulting in having 
to use one of the many kinds 
of pulp cappings which are at 
best but substitutes and with 
which, if you have 50 per cent 
successes, you are lucky—for I 
believe that at least half of 
these capped pulps die sooner 
or later and then you have 
your pulpless or abscessed 
sixth year molar in a young 
child with all the grief which 


that implies: treatments to try 


and cure the abscess, root 
canal work that is imperfect 
at the very best because of 
unformed roots, eventually 
extraction, and in many cases 
its subsequent mal-occlusion. 

I believe that in the pres- 
ent day, knowing what we do 
now, it is nothing short of 
criminal to remove the natural 
roof which Nature has placed 
over that pulp, for Dr. Howe 
has demonstrated through ex- 
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tensive laboratory tests at 
Forsyth that this decay can 
be absolutely sterilized and 
rendered immune to further 
decay, and he has further 
proved that no cavity can be 
sterilized by extension with a 
bur. Let us proceed then to 
sterilize our cavity. Our assist- 
ant places on the bracket table 
a folded towel upon which are 
placed two ampules and two 
applicators, one of dark glass 
and one light. We carefully 
load the dark applicator with 
the Silver Nitrate, or Sol. 
No. 1, and placing it in the 
cavity squeeze two drops out 
directly on the decayed den- 
tine; this is allowed to stand a 
moment to get penetration 
and is then precipitated with 
one drop of Formalin or Sol. 
No. 2; the excess liquid is 
now absorbed with cotton and 
the operation is repeated. 
When the cavity extends al- 
most to the pulp, leaving a 
very thin layer of dentine be- 
tween, it is better to use Oil of 
Cloves or Eugenol for the 
precipitating agent instead of 
Formalin, thereby doing away 


with any possibility of pulp irri- 
tation from the stronger drug. 

We now have over the pulp 
a covering of tough, thor- 
oughly sterilized dentine from 
which we need fear no further 
decay, for it is a peculiarity of 


this solution that it will pene- 


trate wherever there is decay 
but not farther. True, it 
darkens the tooth, but is that 
not better than having a dead 
pulp? 

Let us now proceed to place 
our cement base to add 
strength to the cavity floor 
and prevent thermal change 
and we are then at liberty to 
place any filling desired. Here 
let me emphasize the great 
superiority of the gold inlay 
in these cases. I firmly believe 
that wherever possible this 
type of filling should be used 
for there is no reason why the 
child, with his whole life of 
mastication ahead of him, 
should be denied the advan- 
tages of carefully carved cusps, 
no discoloration or recurrence 
of decay, high finish and 
permanency, which the cor- 
rectly made inlay gives. 





On May 22d there was founded the French Society for 
Dento-Facial Orthopedia; the following officers were elected: 
President: Dr. J. T. Quintero, 1, Quai Jules Courmont, 


Lyon. 


Vice-President: Dr. E. Gallavardin, 50, Rue de la Ré- 


publique, Lyon. 


Secretary: Dr. B. de Nevreze, 20, Rue de Mogador, Paris, 9. 
Treasurer: Dr. E. Hollande,'6, Rue de Boigne, Cham- 


béry, Savoie. 


Editor: Dr. P. Ollagnier, 15, Place de l’Hétel de Ville, 


Saint Etienne, Loire. 


The next meeting will be held in Paris at Christmas. 
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Colonade of Hall of Fame where Tablet to Dr. Morton as discoverer 
of Ether Anesthesia was unveiled 3 


A Bust of Morton for the Hall of Fame 
Send Your Contribution Now 


In the election of Dr. Wm. T. G. Morton to the Hall of Fame 
the allied professions of medicine and dentistry have been 
singularly honored. By their overwhelming vote the Electors 
have also evidenced the appreciation of the public at large for 
the beneficence of anesthesia. 

Recently, at the Annual Dinner of the American Anesthetists 
in Boston, during A. M. A. Week, Dr. S. Adolphys Knopf, 
a leading advocate for the honoring of Morton, said it would 
be a proud privilege for the Associated Anesthetists to place a 
bronze bust of Morton in the niche assigned him by the Elec- 
tors. This is to be done on October 16, in celebration of the 
Diamond Jubilee Anniversary of Morton’s Hist Public Dem- 
onstration of Ether Anesthesia. 

The Associated Anesthetists, as well as éther prominent 
leaders of the allied professions, are, therefore, urging all 
those interested to make a substantial contribution for this 
purpose. 

Kindly send your check or money order at once to 

Yours appreciatively, 
F. H. McMechan, M.D., Secretary-Treasurer, 
Associated Anesthetists, 
Lake Shore Road, Avon Lake, Ohio. 
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_ The Question of Toxaemias 


By GRANT H. SMOCK, D.D.S., Erie, Penna. 





diagnosing himself.’’ 





‘‘The action of the vast majority of our den- 
tists in refusing to admit they see infection 
where they know it exists, just because it means 
condemning the root treatment they are doing, 
is, to my mind, not only nothing short of crimi- 
nal, but is also the biggest leverage in forcing ~ 
the physician to make a blind attempt to do the 











© G@es\N our relation to 
i) ht é) physicians in the 
LA ? mias, I want to say 
Ce DA that when you get 
to rock bottom the differences 
arise principally through sel- 
fish motives of either the 
physician or dentist. Either 
one or the other is trying to 
impress the patient that: he is 
the cure-all. If each will honest- 
ly do his part there can be no 
misunderstanding or _ill-feel- 
ing. It issimply a question of 
whether we are working for 
ourselves or for the patient. 

When the physician sends 
for X-rays of teeth and at- 
tempts to interpret them to 
the patient, he is deliberately 
taking her money under false 
pretenses just as much as I 
would be if I were to attempt 
to diagnose tuberculosis or 
gallstones with pictures of 
organs I know nothing about. 


location of toxe- 


This is in reality the great- 
est drawback to the locating 
of oral infections here in Erie 
as well as other cities. 

It is on a par with the phys- 
iclians who read a few years 
ago of emetine chloride and 
started injecting it into a lot 
of poor devils who had the 
price of emetine, and whether 
they had pyorrhea or not. 

As I said, the finding of oral 
infections is hampered most 
of all by physicians trying to 
do it themselves. For exam- 
ple—a lady has arthritis and 
the physician uses phylacogen, 
has her tonsils out, and if 
there is no result he sends her 
to a roentgenologist, with of 
course no directions as he does 
not know what he does want. 

The X-ray man asks the 
patient what teeth she wants 
X-rayed—of course she doesn’t 
care which ones—just so it 
doesn’t cost too much. 
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So he glances around her 
teeth, rays all gold crowns and 
extra large amalgam fillings— 
often missing from one to ten 
well-matched pin _ porcelain 
crowns which are always dead 
teeth—and writes a note say- 
ing none seem infected—or 
that one or two seem sus- 
picious, as the case may be. 

This is not the fault of the 
X-ray man primarily but of 
the physician in charge who 
has practically compelled the 
X-ray man to make a mess of 
the whole thing. 

Anyway, if the X-ray man 
was the most skilled dentist 
he couldn’t possibly make the 
interpretation or diagnosis for 
the physician from his films. 
It is absurd for anyone to try 
to do so. If I were to choose 
between a physical examina- 
tion of the mouth and not to 
examine the mouth and have 
films, we must let the films 
go and have our physical 
examination. If only one, 
we must have the latter. To 
determine conditions, a care- 
ful clinical examination — is 
made, requiring One or more 
hours. It so happens in many 
cases, but by no means all, 
that in order to complete this, 
X-ray films are necessary to 
prove or disprove certain sus- 
picions. On the other hand, 
our mistake would very often 
be fatal without the films. 

Often teeth showing no 
pyorrhea in the films have 
pockets extending to apices 
of the roots. Again, our 
Research Institute has found 
in a careful survey of many 
cases that actual areas of 


rarefaction are, on the aver- 
age, 214 times greater than 
the areas in the film show— 
often finding an area one-half 
inch deep where nothing shows 
in the film. Again, a large area 
very often shows around the 
apex of a tooth which is 
perfectly live and healthy. 
The X-ray man of course 
marks this as having a large 
area of supposed rarefied and 
infected process. 

Now for the dentists. The 
action of the vast majority of 
our dentists in refusing to 
admit they see infection where 
they know it exists, just be- 
cause it means condemning the 
root treatment they are doing, 
is, to my mind, not only 
nothing short of criminal but 
is also the biggest leverage in 
forcing the physician to make 
a blind attempt to do the 
diagnosing himself. 

I am sure that the faults 
that I find with the physicians 
would have existed in only a 
fraction of the degree they 
do if the dentists had been 
fair and had honestly looked 
for and removed all infection 
when asked to do so. 

I am ashamed to say that 
I do not believe that this is 
done even now, or in only a 
small percentage of cases. 

When the physicians used 
to clip tonsils and let all 
sinuses go, they got only a 
small percentage of favorable 
results. That is all they are 
getting from our dentists to- 
day. That is why many 
physicians and laymen lay 
small stress on mouth infec- 
tions, quoting all these failures 
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dead ?’”’ 





When is a Cat Dead? 


**Physicians often ask: 
and liable to infection?’ 


**T shall answer by asking: 


‘When is a tooth dead 


‘When is a cat 








as showing no results. It is 
because the infections were 
not removed. 

We must remember that an 
area Of infection is just what 
the word signifies: a real, 
living, procreating colony of 
bacteria. 

The toxemia produced is 
governed by the virulence of 
the bacteria, and the sus- 
ceptibility of the patient, and 
not by the amount of infec- 
tion. This is where so many 
fail. 

The physician must co- 
Operate by seeing that all 
other foci are removed, and 
not blame the dentist when 
the patient is suffering from 
syphilis, gonorrhea, infected 
tonsils, sinuses, or, to quote 
one authority, chronic strep- 
tococcus infection of the 
stomach, and chronic consti- 
pation—all of which physicians 
have done to me at various 
times in the past. 

Physicians often ask: 
“When is a tooth dead and 
liable to infection? ”’ 


I shall answer by asking: 
‘When is a cat dead?’”’?’ When 
it has ceased to receive and 
assimilate nutrition, has no 
circulation of blood, and has 
no life processes. 

When the pulp of a tooth 
dies or is removed, death of a 
tooth occurs of course. Some 
argue that the dead tooth 
receives nutrition from the 
peridental membrane. 

Dr. Hopewell-Smith of the 
University of Pennsylvania, 
in a recent issue of The Journal 
of Dental Research, shows that 
the cement substance, between 
the peridental membrane and 
root has no tubuli_or other 
means by which osmosis could 
occur to carry nutrition 
through it. We must remem- 
ber that the root of a tooth is 
approximately one-third ani- 
mal tissue, held in a matrix of 
lime salts—and also that dead 
animal tissue in the body 
nearly always becomes infect- 
ed in a short time—and that 
dead, infected roots are not 
organs but rotten foreign bodies. 
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Now how can dead, rotten 
material absorb nutrition by 
osmosis, and if the nutrition 
should, by some imagination, 
force itself upon this rotten 
foreign body, what would the 
dead do with it when it got it? 
In other words if the patient is 
showing signs of toxemia, 
she is very liable to have 
mouth infection, no matter 
how healthy her mouth looks 
to the physician or how little 
shows in the films. 

As before stated, the small- 
est amount of infection often 
causes as much trouble as 
the greatest. 

We all often fall down on 
failing to recognize and remove 
the small amount. I don’t 
care if the dead tooth shows 
no area in a film, strange as 
it may seem to some, it has, 
according to our authorities 
as well as my own experience, 
no bearing on its danger in the 
mouth. In fact, in reading 
films you cannot go by the 


size of areas of rarefaction | 


12 33 


incipient case of which may be 
so slight as not to be noticed 
at all by the physician or 
roentgenologist and still be 
just what .we are looking for. 
As good results are obtained 
in these cases as in those 
where infection is much great- 
er in extent. Naturally, these 
are usually patients under 30 
years of age who have not 
acquired more resistance to 
their infection, or the one 
whose family history will dis- 
-close an hereditary tendency 
to the particular lesion from 
which the patient is suffering. 





On the other hand, the 
patient in whom I saw the 
greatest amount of oral infec- 
tion in my experience is now 
77 years old and working 10 
hours a day at hard labor. 
His heart and other organic 
conditions are much better 
than normal for his years. 
His infection has a history of 
30 years. “ios 

You ask: “Must all dead 
teeth be sacrificed if our 


patient has symptoms? Can- | 


not they be treated success- 
fully?”’ The majority of den- 
tists will say they can do so, 
but the findings of‘ the Re- 
search Institute of the Nation- 
al Dental Association are that 
no successful method is known. 
I shall not attempt to discuss 
dental methods of. root-canal 
work here, but, I leave this 
part of it by asking, “‘How 


‘would you treat the afore- 


mentioned dead cat to make 
her body safe to seal inside 
the living tissues of your 
body?” 

It is a cardinal principle of 
surgery that areas of infec- 
tion must be removed or 
drainage established. Is there 
anything illogical in_ the 
thought that the blood stream 
may absorb toxins from infect- 
ed dead tissue? If this is not 
true then we must discard the 
word toxin for there is no such 
thing—not even in snake bite. 
If so, then gangrenous and 
necrotic tissue is_ perfectly 
safe. A rotting appendix and 
osteomyelitis are to be ig- 
nored. 

In a recent article, the 
president of a well known life 
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as incurable. 


men in command.’’ 





‘Four promising young patients of mine are 
in a state asylum for the insane, pronounced 


‘*Three of these I know to have infected teeth, 
and two, impacted teeth. I endeavored to have 
them removed but was sat down upon by the 








insurance company states as a 
startling fact that in the past 
25 years their deaths from 
organic lesions of the heart, 
liver and kidneys have in- 
creased 28 per cent over the 
previous 25 years. Now dur- 
ing approximately this same 
25 years the average length 
of life in the United States has, 
increased about 10 years, due 
to improvements in hygiene 
and the improved treatment 
of tuberculosis, infant mor- 
tality, asepsis in surgery, etc., 
with which you are all familiar. 

The point I wish to make 
is that in the face of this 
increase in average length of 
life the deaths from these 
three organic lesions have in- 
creased more than one-fourth, 
or, in other words, we are not 
doing so well as in the past. 
Also I wish to note that lesions 
of the heart, liver and kidneys 
are of toxic origin. 

It can’t be syphilis; here we 
have marked improvement. 


It surely is not tonsils or 
sinuses, as the past 25 years 
have really seen the beginning 
of the removal of these foci. 
Tam usually wrong in my 
guesses, but I can think of 
Only 32 cases in each mouth 


which might be responsible 
for this terrible slaughter. 

In the period from 1870 to 
1895, teeth with exposed pulps 
or abscesses were nearly al- 
ways extracted and plates 
made and the mouth left 
healthy. It was about 25 to 
30 years ago that the craze 
of so-called treating of teeth 
broke out and after that we 
extracted practically none un- 
less it was a badly broken 
down third molar. It was a 
common thing to take a root 
which was decayed below the 
gum and had been abscessed for 
years, treat it till pus ceased 
to flow, build down an arti- 
ficial root with a gold inlay 
or other means and, upon 
this, set a beautiful porcelain 
crown which appeared to be a 
sound and live tooth. I have 
gone several weeks in my 
practice, back in those dark 
days,. without extracting a 
single tooth.. Unfortunately 
we saved the streptococcus 
viridans infection as well as 
the dead root, and are now 
reaping the consequent whirl- 
wind. 

It now appears that many 
varieties of bacteria present 
were eliminated for the time 
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being, but the viridans was 
not, and because of the fact 
that our body tissues have an 
unusually high tolerance for 
it, and no local swelling, pain, 
or pus was present, we were 
deceived into supposing the 
root sterile. 

At this point I wish to 
correct an error prevalent in 
the minds of practically all 
regular physicians and that 
is that areas of infection at 
apices of teeth are not neces- 
sarily pus sacs; in fact they 
rarely are, particularly in 
teeth which have been treated 
and canals filled by the dentist. 
Here the viridans prevails in 
an area from large to scarcely 
visible, the tissue rarefied by 
the infection but usually no 
walling off. This is our dan- 
gerous type even when no 
area of rarefaction is visible 
in the film. 

A pus sac is one thing, but 
an area of infection is a cir- 
cumscribed area containing 
pathogenic bacteria, but not 
necessarily pus. This might 
be compared to the boil and 
carbuncle, the latter producing 
more absorption because it is 
not walled off—just so the 
area of infection, no matter 
how small, is more dangerous 
than the pus sac because the 
rarefied apical area is not 
usually walled off. 

To quote the rhinologist, 
there is this difference between 
osteomyelitis and necrotic can- 
cellous bone: that the latter, 
as, e. g., the mastoid, is less 
resistant to infection than the 
denser shaft bone and con- 
sequently is more easily des- 


troyed and not so _ easily 
repaired. 

Our most common symp- 
toms of oral pus toxzemia are 
gastritis, meurasthenia and 
mallaise. 

Dr. Llewellyn Barker speaks 
of the varying forms of gas- 
tritis as being typical of mouth 
infection. He includes both 
hyperacidity and more often 
subacidity as well as even 
total absence of hydrochloric 
acid.” Dr. Barker seems to 
consider arthritis as the most 
typical of the toxzemias under 
discussion. He says: “If 
I were asked to give you 
approximate figures, I should 
say that at least 80 per cent 
of the cases of infectious 
arthritis, including acute ar- 
ticular rheumatism, are second- 
ary to infections in the head 
(tonsils, adenoids, teeth, para- 
nasal sinuses, mastoids). I 
think we might even go further 
in the etiological analysis and 
say that the primary source 
within the head in these infec- 
tions tends to be different in 
childhood from that in later 
life. In young children, and 
in adolescents up to the age of 
twenty, I should say that by 
far the majority of cases of 
infectious arthritis are not 
secondary to diseases of the 
teeth and gums but are second- 
ary to infections of the ton- 
sils, or of adenoid tissue, or to 


infections of the paranasal 


sinuses. That is not to say 
that a child may not have 
arthritis due to a diseased 
tooth, but certainly the ma- 
jority of cases in early life are 
not due to diseased teeth. 


In 
on 
at: 
inf 
inf 
inf 
dor 
ma 
inf 





opi 
life 
the 
I 
“th 
ease 
and 
rais 
by 
num 
mou 
It 
cent 
tions 
cause 
and 
and 1 
It 
the ¢ 
infect 
abdo 
patie) 
that - 
now 
dispos 
for in 
sitory 
causec 
tion, 
crevice 
decayi 
iritat; 
velop : 
One 
dead, 
positiv: 
noses, | 
free w 
Over, [ 





uve 
sed 


na- 
are 


sth. 








ORAL HYGIENE 


1393 





A 


In middle life and in later life, 
on the other hand, only rel- 
atively few of the cases of 
infectious arthritis are due to 
infected paranasal sinuses and 
infected tonsils. Though some 
doubtless are so caused, the 
majority of those following 
infections in the head, in my 
opinion, are due at this time of 
life to periapical infections of 
the teeth.” 

Dr. Chas. Mayo speaks of 
“those chronic recurring dis- 
eases Of middle life, going 
and coming as resistance is 
raised or lowéred, but caused 
by focal toxins, the greatest 
number being from the 
mouth.” 

It has been said that 90 per 
cent of inflammatory condi- 
tions of the abdomen are 
caused by venereal disease, 
and foci in the mouth, nose 
and throat. 

It is the common thing in 
the cases referred for mouth 
infection to ‘hear a tale of 
abdominal operations from the 
patient. I am glad to note 
that the medical journals are 
now blaming foci as a pre- 
disposing cause of cancer, as 
for instance a benign tran- 
sitory plaque of the tongue, 
caused primarily by infec- 
tion, and later, as deeper 
crevices develop and _ hold 
decaying food debris, enough 
irritation is produced to de- 
velop true cancer. 

One such case observed is 
dead, the other after five 
positive and different diag- 
hoses, came to me of her own 
free will. After looking it 
over, I consulted a physician 





who approved of the following 
course. We removed infected 
teeth and sent her immediately 
to Johns Hopkins. We got a 
report of benign transitory 
plaque, caused by infected 
teeth, and a prognosis that 
she would be all right. It has 
entirely disappeared after a 
growth of three years. 

There is one branch of this 
work which I feel has been 
more neglected than any other 
by our physicians—that is 
neurasthenia, melancholy and 
even, according to some au- 
thorities, insanity, particularly 
that type known as dementia 
preecox. 

I fully appreciate the false 
position in which I place 
myself in bringing up a sub- 
ject of which I know nothing 
and only do so because I feel 
there are some others who are 
in the same boat. Alienists 
know a few toxzemias which 
may produce insanity, as 
syphilis, and drugs, and I 
often wonder why they stop 
there with patients whom we 
know to be loaded with other 
toxins which produce just as 
profound a phenomenon as 
the two mentioned. I refer 
especially to dementia pre- 
cox, which usually begins from 
16 to 30 years of age, the age 
of high susceptibility, also the 
age when impacted third mol- 

ars are in order. 

We have few patients with a 
tithe of normal space for third 
molars. We have been blind 


to third molar impactions 
both as to infection and 
trauma. They go burrowing 


in all directions and the mir- 
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acle of it would be if they did 
not at times produce a serious 
disturbance. 

Four promising young pa- 
tients of mine are in a state 
asylum for the insane, pro- 
nounced as incurable. Three 
of these I know to have 
infected teeth, and two, impact- 
ed teeth. I endeavored to 
have them removed but was 
sat down upon by the men in 
command. 

The late Dr. Upson of the 
Cleveland Insane Institution, 
for whom the Henry 8S. Upson 
Research Commission was 
named, eleven years ago re- 
ported in Pittsburgh 47 cases 
of dementia precox cured by 
removing infected or impacted 
teeth. 

Later, following Dr. Upson, 
Dr. Henry A. Cotton, head 
of the State Asylum of Tren- 


ton, N. J., began this work. 

In removing infections he 
secured the advice of Dr. Kurt 
H. Thoma of Harvard Dental 
School and other specialists 
for throat, sinus and stomach 
work. Asa result he has, over 
a period of several years, in- 
creased his discharges the 
first six months from 43 to 87 
per cent. 

In his experience he found 
his cures resulted mainly in 
the removal of infections as 
follows: 25 per cent from 
dental infection, 25 per cent 
tonsil infection ‘and 50 per 
cent from streptococcus infec- 
tion of stomach, which last 
he overcomes with autogenous 
serums. | 

Are we not justified in the 
removal of all such foci when 
toxic organic lesions are pres- 
ent in any part of the body? 











Thank You! For We’ll Never Know How Many 
Flowers They Pin to Our Wooden Kimono 


Editor ORAL HYGIENE: 

I should like to take this opportunity to tell you how thor- 
oughly I enjoy Orau Hyaiene. It is an immensely helpful 
publication and I personally look forward to its arrival with a 
great deal of pleasure. 

I am an enthusiastic advocate in matter of distributing the 
flowers before one lies in state in a wooden kimono and took 
this means of giving expression to the thought. Have read 
every issue of ORAL HYGIENE since the days of George Edwin 
Hunt and would prefer to pay ten dollars a year rather than 
be without its monthly visit. 

The worst I can wish for you, Sir, is the best of everything! 

Sincerely yours, 
ERNEST GAGE SKIFF, D.D.S. 


Sebring, Florida. 
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PHOTO. FROM UNDERWOOD @ UNDERWOOD, NEW YORK 


Oral Salvation, Too! 


EW of us in comfortable surroundings know 

what the Salvation Army does for those in the 
slums of the large cities. It has a process all its 
own for rejuvenating the poor and depressed. 
The lassies brave the conditions that need help 
and attention, no matter how repulsive the cir- 
cumstances or atmosphere may be. 


The Salvation Army has added dentistry to its 
doctrine of doing good and the first “Sally 
Clinic” is now in operation. 

Teeth filled—cost? You’d never guess it—ten 
cents! 


The Army folks evidently believe that their 
famous slogan may be paraphrased to read: 
‘A mouth may be down, but it is never out.’ 
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Better Place for the Dentist’s Electric Fan 


6s ENTAL work on a hot day is unpleasant 
both for dentist and patient,’’ observes 
Illustrated World. The item continues: ““To make 
cool breezes blow in just the right way to bring 
comfort—as much comfort as is possible in a 
dental chair—place the fan on the floor a little to 
the right or left of the patient. The cool air 
comes from below, taking away the odor of 
medicine used, and if the dentist or patient is a 
smoker, the fan blows away the disagreeable 
evidence while the work is going on.” 
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Editor ORAL HYGIENE: 

I see where Brother Mozisek 
and the rest of them are put- 
ting me in the large minority 
about this white coat business, 
which only makes it all the 
sadder that such a large ma- 
jority should be wrong! 

Years ago, President Cleve- 
land held a reception in the 
White House in honor of the 
physicians and dentists who 
were in Washington in con- 
vention assembled. I was 
there. 

There was the President of 
the United States—the biggest 
man in all the United States— 
dressed in full evening dress, 
and guess what? There also 
was Uncle Erastus, his black 
face beaming with delight at 
such a privilege, dressed in a 
full evening suit exactly like 
the one the President was 
wearing, *tending the door of 
the White House. And worse 
than that! All the wazters and 
things hovering around 
amongst the guests, could not 
(in some instances) be dis- 
tinguished, by their attire, from 
the guests, for they all had on 
evening suits—just exactly 
like our wonderful President 
and his guests. Now wasn’t 
that horrible! 

Therefore, if it is not beneath 
the dignity of our President to 
wear the same kind of coat 
that his servants wear, I 
reckon it is perfectly safe for a 
mere dentist to wear a neatly 
fitting, clean white coat, irre- 
spective of who else wears it. 


Dr. Kells and the White Coat 
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However, Brother Mozisek 
is correct when he says no 
coat sleeves will withstand 
inspection after a day’s work. 
I discovered that many a year 
ago and found the remedy. 

In olden times, possibly 
when Brother Mozisek was 
in “‘short pants,’”’ or maybe 
sooner, I, like pretty nearly all 
dentists in the South, used 
linen coats in summer, but we 
were compelled to wear woolen 
coats in winter, as our offices 
were not adequately heated. 

I soon found that in winter 
the left sleeve of my woolen 
coat soon became disgraceful, 
and so I had several dozen 
white sleeves made, which 
slipped over my coat sleeves 
(both right and left) and these 
white sleeves were changed 

just as frequently as necessary. 
' Later on, when | adopted 
the white swits (and heated 
Offices allowed me to wear 
them all the year around) I 
continued to use these sleeves. 

These do not cover the el- 
bow because if they did, they 
would bind the arm. They 
are comparatively tight fit- 
ting. In order to slip them 
on, the coat sleeve is folded a 
little, and when the sleeve is 
drawn over it, it fits it snugly, 

and is held in place by a little 
clasp pin, and so I have no 
loose sleeve at the wrist. They 
are changed just as often as 
necessary, and it might in- 
terest the objectors to the 
white coat (or suit) to learn 
that it is not unusual for a 
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patient to remark at four 
o’clock an the evening, ‘Dr. 
Kells, you look as though you 
had just come out of a band- 
box,” I have heard that 
comment many a time! 

Brother Mozisek says, ‘‘Let’s 
be dental surgeons in fact as 
well as in name.”” Now that 
sounds fine, it certainly does, 
the only trouble being that 
a D.DS., as a rule, is a 
helluva dental surgeon. Come 
now, cross your heart and hope 
to die, isn’t that the unfor- 
tunate truth? 

As for me, I am a dental 
surgeon only by decree of the 
Court, and so I do not want to 
masquerade as a surgeon of 
any kind. If I did want to, 
I would, under no circumstan- 
ces, wear a “‘surgeon’s gown 
with short sleeves” because 
there is ‘‘no sech animal. ”’ 

Take a great tall dentist, 
put him in a long gown and 
short sleeves, and well, we all 
know just exactly what he 
looks like, dental surgeon 
though he may be! 

A real surgeon usually cov- 
ers every part of his skin that 
he can. 

He covers his scalp with 
a cap, his face with a mask, 
the long sleeves of his gown 
overlap his rubber gloves. 
There is no such thing as a 


surgeon’s gown with short 
sleeves. But while some sur- 
geons do operate these days 
without gloves, they wear long 
sleeves all right. 

Personally, I believe: that 
a bare arm has not the most 
grateful feel to a refined lady 
patient; that the operator 
who works in his shirt sleeves, 
does not show his lady patients 
proper ‘respect; that the den- 
tist who wears a surgeon’s 
gown (long sleeves)—provided 
it is always fresh—and rubber 
gloves, certainly will appeal 
to some people; that: some kind 
of a white operating affair, 
coat or gown, is necessary 
these days. I believe a white 
suit, shoes, trousers and well- 
fitting military style of coat— 
is the neatest and most at- 
tractive looking outfit of them 
all. Its just a matter of taste, 
‘“‘as the old lady said when 
she kissed the donkey.” And 
so, when I hear this ‘‘barber’s 
coat”? rot sprung, I get that 
tired feeling which necessi- 
tates calling, ‘‘ Hey boy, anoth- 
er bottle of Hood’s Sarsa- 
parilla. ”’ 

But nobody seems to care a 
rap for what I believe upon 
the subject, and there you 
are. 

C. Epmunp Kets, D.D.5. 
New Orleans, La. 
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From a Radiodontist’s Viewpoint 


HOWARD R. RAPER, D.D.S., Indianapolis, Indiana 
Contributing Editor 





PaGgE 1 DELETED BY THE 
CENSORS 


S we take up the 
) broach again, this 
crisis I speak of is 





welfare of the people depend on 
the fee we name now for our pulp 
canal work. If that fee is too 
low we will go back to the old 
mistakes and failures of den- 
tistry, just as surely as a mer- 
chant who prices his merchan- 
dise too low fails and goes out 
of business. If the fee we name 
is high enough, it affords the 
economic opportunity to do a 
new and better kind of canal 
surgery. 

I plunge: The average mini- 
mum fee for treating a tooth 
should be $25. And, mind 
you, that is the average mini- 
mum. 

Please observe I do not say 
that it is impossible ever to 
treat a tooth (conforming to 
the rules of aseptic surgery) 
for less than $25. It 1s 
sometimes economically possible 
to treat a tooth as it should be 
treated, for less than $25. 
But the idea I want to convey 
is this: If any man wishes to 
exercise his right to neglect a 
tooth until it aches, and then 
wants the tooth treated and 
the canals filled, I warn such 
aman that if he expects to give 
his dentist fair economic op- 


portunity to practice modern 
surgical methods in the treat- 
ment of his tooth he had better 
figure on paymg not less than 
$25 for the treatment. 

My estimate of an average 
minimum of $25 is_ based 
first of all on a knowledge of 
what zs charged by the pulp 
canal surgeons who do practice 
asepsis. Let it be said to the 
credit of dentistry there is a 
growing number of such canal 
surgeons; five years ago there 
were none. My estimate is 
based on an intimate know- 
ledge of the cost of production 
of aseptic canal surgery and 
of the difficulties of practice. 

If $25 is an average mini- 
mum what, oh, what, may the 
average maximum be? There 
is hardly any end to the time 
which might be devoted to a 
difficult case of pulp canal 
work, so there is hardly any 
limit to the possible fee. I will 
say simply this: It is not un- 
common at all for our pulp 
canal specialists and prominent 
general practitioners who prac- | 
tice aseptic canal surgery to 
charge $100. Is this too 
much? Do not say so until 
you have practiced aseptic 
canal surgery yourself or at 


least watched a man who does. 


As I have said before, people 
of moderate means cannot af- 
ford to have many teeth 
treated, but they can afford 
something much better; they 
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_¢an afford to have their teeth 
cared for in such manner that 
.pulp canal treatment will not 
become necessary. And just 
because a man or woman can- 
not afford the right kind of 
pulp canal treatment is no 
good reason for giving them 
the wrong kind even if it is 
cheap. No treatment at all— 
extraction in its stead — is 
certainly preferable to the sort 
of treatment that, we have 
learned, leads to bone destruc- 
tion locally and serious dis- 
eases systemically. 

I believe it is the moral 
obligation of dentists to give 
patients a choice where there 
is a choice. There is a choice 
between a vulcanite and a gold 
base denture and the patient 
is clearly entitled to make the 
selection. There is often a 
choice between a gold inlay 
and an amalgam filling or be- 
tween a permanent filling and 
a temporary plastic of some 
sort. But there is no choice of 
the kind of canal surgery any 
more than there is a choice in 
the kind of abdominal surgery. 
Only one kind of abdominal 
- surgery isright; that is aseptic 
surgery. Only one kind of 
canal surgery is right; that is 
aseptic surgery. 

In 1915 I read a paper be- 
fore the Panama Pacific Den- 
tal Congress entitled ‘Bad 
Pulp Canal Work: What Shall 
We Do About It?” I answer- 
ed my own question by sug- 
gesting that we would “do 
less and better canal work.” 
We certainly have been doing 
less, but how much better has 
our work been? Not near 


good enough, I say. We still 
do not practice what we know, 
or should know. 

Our pulp canal work of the 
past was a failure from both 
a mechanical and _ surgical 
standpoint. We were quick 
enough to recognize the lesser 
of the two mistakes, that is, 
the mechanical failure of the 
canal filling material to reach 
the end of the root, but we 
have been very slow to see that 
our greater failure was our 
neglect to apply the well- 
known laws of aseptic surgery 
to our canal procedures. 

There are operators who 
argue that aseptic. canal sur- 
gery is impossible and unneces- 
sary, that antiseptic canal 
surgery suffices. I cannot take 
the time now to discuss that 
point, but I direct attention 
to the fact that no patient 
has ever been injured by too 
much asepsis, and that many 
have suffered from a lack of 
it. It is therefore clearly our 
duty to practice the best 
asepsis we possibly can. The 
only thing the writer knows 
of that gives any promise 
whatever of relieving dentists 
of the necessity of applying 
aseptic surgical principles to 
the treatment of teeth, is the 
Howe technic for the treat- 
ment of septic pulps. But the 
Howe treatment is at best 
not universally applicable, so 
it cannot be said to offer even 
a promise of complete relief 
from the necessity of practic- 
ing asepsis. 

“One hundred dollars for 
the treatment alone of a single 
tooth’’ doubtless sounds very 
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big to the average dentist 
practicing in a small town or 
small city. But do not fail 
to consider the amount of 
time the dentist must give to 
the treatment of teeth. If 
the general surgeon or the 
nose and throat surgeon 
charged the same per hour for 
his services as our best and 
most expensive pulp canal 
surgeons — those I mean who 
do today often charge over a 
hundred dollars for a single 
tooth — then the removal of 
an appendix or of the tonsils 
would cost only about five 
dollars! That statement is 
not mere talk; it is based on 
figures and facts. Aseptic 
canal surgery at $100 for a 
difficult case is the cheapest 
surgery the world has ever 
known. 

As to comparative necessity 
for the practice of asepsis, I 
do not hesitate to say that the 
dental canal surgeon should 
be more careful of his asepsis 
that the operator who, say, 
removes tonsils. This for two 
reasons: The hemorrhage in- 
cident to tonsillectomy pro- 
motes disinfection by me- 
chanical washing, a circum- 
stantial advantage which Na- 
ture withholds from the dental 
canal surgeon. Further, the 
man who removes tonsils does 
not seal something into the 
body calculated to stay there 
forever more, while the dental 
canal surgeon does. And as 
for the difficulty of canal sur- 
gery, all dentists know it, and 
all that is necessary to con- 
vince the most skeptical gen- 
eral surgeon is to let him try 


it. I mean this, dentists, hand 
him a dissociated molar, in- 
troduce him to your canal 
instruments, let him try to 
open the canals and his respect 
and understanding for you and 
dentistry will develop by leaps 
and bounds. 

The foregoing, as well as 
everything else I have written 
on the subject for the past 
Seven years, rests on this 
fundamental belief regarding 
pulpless teeth: that all pulp- 
less teeth are risks (to health). 
But then it is a risk to cross 
the street. (A Ford may hit 
you.) So the matter for deci- 
sion is to determine as nearly 
as possible, in any given case, 
just how great a risk the pulp- 
less teeth are and whether the 
patient is justified in running 
the risk, everything considered. 

Certainly this is true: the 
risk of the pulpless teeth we 
treat and keep in the patient’s 
mouth from now on should be 
reduced to the absolute mini- 
mum. This can be done only 
by the practice of aseptic 
canal surgery.- Anything less 
than that is unnecessary risk, 
unjustifiable risk. 

The fee you name for the 
work now, my dental friends, 
governs the future of dentistry 
and the safety of the public. 
If you name a fee that is too 
low it will never be raised to 
where it belongs later, and 
dental service will be dragged 
down to its level. Witness the 
sort of amalgam fillings that 
are ordinarily inserted, or to 
come closer to the subject un- 
der discussion, the pulp canal 
treatment of the past. 








1402 ORAL HYGIENE 





I submitted the foregoing 
toa friend. His comment was 
that all I had to say was “‘ very 
lovely.”’ ‘‘ But,’ said he, ‘“‘ you 
fail to take into account the 
fact that the practice of asep- 
sis is absolutely beyond the 
ability of the average man, 
either dentist or physician.” 

I do not know that this is 
true, but I do know this: if 
we are to do any canal work 
it should be aseptic canal 
work. If.the average man 
cannot do it then we will have 
to develop more specialists, 
or quit the work altogether — 
or (the thing I am hoping we 
can avoid) return to the Dark 
Ages of Dentistry. 

I know this also: aseptic 
canal surgery cannot be prac- 
ticed without a sterilizer which 
will sterilize napkins, rubber 
dams, cotton, paper points, 
etc., and not one dentist in 
twenty even owns, much less 
uses, such a sterilizer.* 

Dentistry is confronted to- 
day with the urgent need of 
practicing aseptic canal sur- 
gery (the public is demanding 
treatment and getting it) and, 
as a whole, dentistry is not 
prepared to meet the demand 
as it should be met. 

Let’s wake up. Name a fair 
fee —a fee that will make good 
work possible, then let us give 
the good work. 

Of course I know that the 
only real solution of the prob- 
lem is to teach the people to 
save pulps, to deliver the mes- 
sage, “NEVER LET YOUR 





*The editor of ORAL HyGriene disagrees 
with this statement. 


TEETH ACHE. LEARN 
WHY.” But in the mean- 
time let us meet the crisis that 
is upon us. 

Let us give the public its 
choice, where there is a choice, 
of two things: Extraction or 
aseptic canal surgery. 

It is not disgrace to make a 
mistake. The disgrace lies in 
making the same mistake over 
and over again. The pulp 
canal work of the past was a 
mistake, let’s not make a dis- 
grace of it. 

As I said in my opening 
paragraphs, the people are 
losing some of their fear of the 
pulpless tooth. I can hardly 
imagine anything worse than 
for the people to lose their 
fear of the pulpless tooth alto- 
gether. It is the duty of the 
dental profession to keep this 
fear alive, just as it is the duty 
of the medical profession to 
keep up a healthful fear of 
syphilis. To maintain a 
healthful, respectful fear of the 
pulpless tooth the radiograph 
plays the chief role. It shows 
us over and over again that 
pulpless teeth cause destruc- 
tion of bone. More bone is 
destroyed by dental abscesses 
than by syphilis or any other 
disease. As long as we can see 
this ourselves and show it to 
the people in radiographs, we 
cannot forget it, thank good- 
ness. It is not always easy to 
demonstrate the connection 
between systemic disease and 
bad teeth in a convincing man- 
ner, but nobody can fail to 
see large areas of bone destruc- 
tion in radiographs and no- 
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body can look at them with in- 
difference. 

You, my reader, may ask 
what I, a radiodontist, know 
about the pulp canal prob- 
lem? Well, it was my interest 
in the treatment of teeth that 
first led me into the field of 
radiodontia. I have never 
lost my interest in the problem 
of pulp canal surgery,: and, 
though I have ceased to en- 
gage in the clinical work, I 
have remained constantly in 
active developmental and ex- 
perimental work. The dental 
diagnostician has the problem 
of pulpless teeth held con- 
stantly before him. His view 
of the problem is wide. Be- 
cause he is not too close to 
what he observes he should 
have perspective. 

Those, then, are my creden- 
tials for this article. 

The problem of the pulpless 
tooth and pulp canal surgery 
is so big and so difficult, so 
far-reaching and so intricate, 
that any man who writes on 


the subject should reserve the 
right to be wrong in at least a 
part of what he says. He does 
well if he is right most of the 
time. That is all I can, in 
reason, hope to be. 

I have recently written sev- 
eral papers on the problem of 
the pulpless tooth, trying vain- 
ly to express my thoughts on 
the subject—and I have 
withheld all of them from pub- 
lication. I do not even know 
now, as I write, whether I will 
publish this one or not. (If I 
do, I have just afforded my 
critics a fine opportunity to 
say that ‘“‘it is too bad he did 
not withhold this one from 
publication along with the 
‘several others.’ ”’ 

I submit this paper then 
(that is, if I submit it) with 
misgiving. 

The best I can say for it my- 
self is that I believed it as I 
wrote it; it is a sincere effort 
and the product of an unbe- 
lievable amount of work and 
consideration. 


[Continued in October issue] 























Department of Pediadontia 


W. A. BRIERLEY, D.D.S., Denver, Colorado 
Contributing Editor 








Pediadontists 


wet fg ENERALLY 
| speaking, 
dental ope- 
rations for 
1 children 
_ 3B should fol- 
| low a tech- 

Film nic different 
mi; from opera- 
Ya tions for a- 
i dults. Some 
of these dif- 
ferences are: conduct toward 
the patient; nature of opera- 
tions governed largely by the 
child’s age; no set rules as to 
kind of filling materials used; 
willingness to temporize in 
order ultimately to obtain 
results; the absolute avoid- 
ance of pain when: possible; 
and all operations done hav- 
ing in mind the proper devel- 
opment of the jaws and teeth. 
“It had been estimated in 
New York that 98 per cent of 
all teeth were perfect when 
they emerged from the gums, 
and that by the time the 
children reached the first 
grade in school 98 per cent of 
them had bad teeth, and one- 
third had abscess conditions. ”’ 
Numerous statements simi- 
lar to the foregoing, appearing 
within the past few years, 
have been met by a decided in- 
creasing interest in children’s 





teeth by the dental profession, 
an interest which has pro- 
duced the dentist who works 
for children exclusively—the 
pediadontist. Pediadontia as 
the. best form of preventive 
dentistry is at present only 
slightly understood by the 
public. Much missionary 
work is to be done. Pedi- 
adontia today is where or- 
thodontia was twenty years 
ago, the only difference being 
the greater expanse of the 
prospective field. Its future 
may rest quite as much with 
the man in general practice 
as with the specialist. Most 
dentists have a special liking 
for some particular operation, 
and there is nothing to prevent 
one developing along that line, 
and in the very nature of 
things he will attract this 
kind of work to him and more. 

As the specialists in nearly 
all lines have come from the 
general practitioners, so it 
will be with the specialty of 
pediadontia, and in no field 
will the knowledge which 
comes from experience count 
for more. 


‘“No man has a moral right" 


to class himself as a specialist 
unless he be thoroughly quali- 
fied by special experience and 
study to properly handle the 
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700,000 School Children Form 
Gigantic Dental Hygiene Class 


Interesting scenes during the great 
drill by the public school children 
armed with their tooth brushes. The 
idea of a Dental Hygiene Class was 
originated by Miss Nell M. Conger, the 
Supervisor of Physical Instruction in 
Public Schools of Brooklyn. Allof the 
Boroughs have taken up the good work 
and the children themselves have be- 
come enthusiasts of the brush. 
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Detroit. 


Mich. 
Mass.) 


City, Mo. 


neapolis, Minn. 


Francisco, Calif. 


OrAL HyGIENe’s Directory of Pediadontists 


Dr. Paul A. Barker, 523 Majestic Bldg., Denver, Colo. 
Dr. Thos. C. Bartholomew, 849-51 David Whitney Bldg., 


Dr. Robert Bell, Paulsen Bidg., Spokane, Wash. 

Dr. C. E. Brelus, Windsor, Ontario, Canada. 

Dr. W. A. Brierley, 630 Majestic Bldg., Denver, Colo. 
Dr. Meriel Lapham Dimmick, 2400 Detroit St., Flint, 
(Permanent home is 242 High St., Newburyport, 


Dr. D. A. Elwell, 318 Spitzer, Toledo, Ohio. 
Dr. Harry D. Lyon, 417-18 Jenkins Bldg., Pittsburgh, Pa. 
Dr. Thos. Benton McCrum, 201 Westover Bldg., Kansas 


Dr. Eva Shapiro, 315 Colton Bldg., Toledo, Ohio. 
Dr. Philip R. Thomas, 824-26-28 La Salle Bldg., Min- 


Dr. Anna Thurman, 15 York St., Dorchester, Mass. 
Dr. Fannie McGlashan Williams, 323 Geary St., San 


‘Will those who are limiting their practice to Pediadontia 
exclusively kindly send their names and addresses to Dr. 
W. A. Brierley, 630 Majestic Building, Denver, Colo. ? 











particular kind of work he 
solicits. Anything less than 
this is a betrayal of the public 
and of his professional breth- 
ren who refer work to him.’’— 
Albert E. Converse, D.D.S. 

In a letter recently received, 
a young dentist tells the 
writer, “it is my present de- 
sire to specialize in this branch 
of dentistry [pediadontia]. I 
have been in general practice 
for one year and feel that 
there is a big field here for the 
work. ”’ 

While I hope that this 
young man will specialize in 
children’s dentistry, I couldn’t 
agree that one year in general 
practice was sufficient to qual- 
ify him as a specialist in any 





line, least of all as a pedia- 
dontist—whose patients have 
been called ‘‘the precious jew- 
els of a king.”’ 1 shall advise 
him to associate himself with a 
certain free clinic for children 
in his city where he can get 
experience and in time decide 
if he considers himself quali- 
fied to announce himself as a 
specialist. Very few of the 
colleges give an _ extended 
course in children’s dentistry, 
and unless students have been 
in touch with some _ public 
children’s clinic or with the 
Forsyth or Eastman dispen- 
saries their knowledge of 


children’s teeth is necessarily 
limited. 
The dentist who has a gen- 
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uine love for children, and 
feels qualified to work for 
them, will find the field of 
pediadontia very attractive; 
for in it he can work with a 
group of men and women who 
are at present pioneers in a 
movement which may be des- 
tined to be dentistry’s best 
contribution to the welfare of 
humanity. 

Pediadontia, being a new 
specialty, is in danger of ap- 


pealing to the class who can 
always ‘‘see the greenest pick- 
ing over in the next pasture, ”’ 
and who, somehow, have 
gotten the notion that speci- 
alizing in children’s dentistry 
is simply cleaning baby teeth 
and taking in money. 

Well might the children 
of our land rise up and 
unite in the prayer: ‘‘ From 
such as these, O, Lord, de- 


liver us!”’ 





MAYON 
LIMITADA 


BUENOS AIRES 
1245 AVENIDA DE Mayo 1257 


Editor ORAL HYGIENE: 


MONTEVIDEO 
1378 CONVENCION 1380 


Repeated times, the writer noticed in the OraL HYGIENE, 
your offer to send articles on dental hygiene for insertion in 
local papers, in order to make known to the readers of the 
various papers, the benefits of dentistry. 

If such campaigns are conducted in the States, the more 
reason why they should be conducted here, where dentistry 
is as far advanced as in the United States, and where the 
average dentist, generally speaking, is as progressive. 

It may be that our firm may be known to you; in case it is 
not, Mr. Linford Smith may tell you that we represent a chain 
of dental stores in Argentina and Uruguay considered as the 
most up-to-date in South America. 

The object of this letter is to ask you whether it would be 





possible for us to obtain such articles as have been published 
in the various American newspapers for reproduction in Uru- 
guayan dailies and magazines, for the education of dental needs, 
to the laity in this country. 
Anticipating the pleasure of receiving a favorable answer 
and with our best thanks, we remain, 
Yours very truly, 


MAYON Limitapa, DE MonTEVIDEO, 
J. DEscHamps, Mgr. 


Montevedio, Uruguay 














Efficient 


By M. JANE H. SARRAZIN, D.D.S., New Orleans, La 


AROPHYLAXIS 
means “preven- 
tion ”’ of caries and 
of infection of soft 
2 tissues. Caries 
leads to death of pulps and 
pus formation, and so do 
deposits about root necks. 
Incidentally, although another 
view of the subject, nothing 
is more prophylactic than root 
fillings which prevent infec- 
tion, or correct it, before it 
becomes extensive and des- 
tructive. 

Take care of children; they 
hold the future destiny of the 
race—timely home and office 
prophylaxis and _ less fill- 
ings, root canal work, blood 
infection and exodontia. 


‘Coupled with hygienic mea- 





 ‘gures, local and systemic, hu- 


man nutrition is the most im- 
portant problem of life. Keep 
people well rather than cure 
‘them after they get sick. 
That is prevention. 


A rule should be established 
in our clinics, as well as in 
our offices, that after the 
‘relief of pain, nothing more 
should be done before pro- 
phylaxis is drilled for home 
performance—and done at the 
chair. This would impress 
the student and also the pa- 
tient. 


1408 


Cleaning the teeth for a 
cosmetic effect is not a scien- 
tific branch of preventive 
medicine, nor is it an hygienic 
measure; it is not prophy- 
laxis at. all. Reducing the 
infective flora of the mouth to 
a possible minimum 7s. 

The teeth are the greatest 
harborers of infection found 
in the body, among both the 
rich and the poor, with a 
tendency to lessened inten- 
sity in direct ratio to refine- 
ment, although no real control 
is’ ever developed without 
accurate home technique va- 
ried to suit the requirements of 
different conditions. 

Why insist on a daily bath, 
daily exercise, plenty of fresh 
air, and neglect the most 
important of all: taping and 
brushing teeth and gums, not 
less frequently than twice a 
day: after breakfast and at 
bedtime? 

Efficiency ‘in prophylaxis 
means the removal of causes 
for caries and sub-gingival 
infection. 

Without bacterial plaques 
and hard deposits, Lepto- 
thrix and staphylo- and strep- 
tococci would not be 
harbored on proximal surfaces 
and tooth-necks—and they are 
the principal factors of both 
lesions. « 
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Prophylaxis 


(Read before the 1st and 2nd Districts Dental Society of Louisiana, April, 1921) 


' Any agent which removes 
stains or deposits without re- 
quiring attrition must neces- 
sarily exert a chemical action 
too powerful to avoid rough- 
ening the surface acted on. 
It must be borne in mind that 
the requirement is a highly 
polished surface. The smooth- 
er the surface the less tena- 
cious the infective film, and 
the more easily removed by 
the patient’s brushing and 
use of tape. 

Prophylaxis should not be 
a painful operation ; itis a pleas- 
ant one to the patient who 
knows the feeling of a clean 
mouth. 

The technique of oral pro- 
phylaxis comprises the re- 
moval of every vestige of 
deposit, whether hard or soft, 
from every surface of every 
tooth, including sub-gingival 
places, and giving special at- 
tention to approximal sur- 
faces and necks of teeth, this 
followed by thoroughly polish- 
ing all the surfaces mentioned, 
and ending with a germicidal 
application. In other words, 
germ life must be destroyed as 
far as possible. 

In mouths which have been 
neglected, hard salivary de- 
posits will be found which 
must be broken off by or- 
dinary scaling before the 


underlying finer deposits can 
be reached, which are equally 
and even more laden with 
infective germs. This rougher 
scaling may require a couple 
of sittings before real prophy- 
laxis is begun and must be 
done regardless of the bleeding 
of congested gums which re- 
sults; but gingivae should not 
be lacerated in the least, 
because each minute wound 
really means just so much in- 
oculation, and actually retards 
tissue healing. 

Having thus prepared the 
mouth for prophylactic treat- 
ment, the first’ step at a next 
sitting is to keep the field dry 
—and work systematically, 
starting at one extremity of 
the dental arch in one jaw, and 
concluding at the other ex- 
tremity of the same jaw, re- 
gardless of the amount of time 
and care which is required to 
remove every speck of finer 
deposits from tooth-necks and 
sub-gingival places with deli- 
cate instruments, without 
wounding gums. Still more 
careful attention should be 
given toapproximal surfaces— 
since they suffer most from in- 
fection, which causes pus pock- 
ets, particularly between bicus- 
pids and still more so between 
molars, which are wider. 

At a next sitting the other 
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jaw is treated identically, each 
time concluding with germi- 
cidal applications, made 
to penetrate between teeth 
especially. 

More time is required for 
the lower jaw than for the 
upper, on account of the 
delays caused by saliva and 
frequent changes of napkins. 

By making a sitting very 
long, it is possible, with some 
patients, entirely to complete 
a prophylactic treatment— 
that is, when the patients 
have been trained and have 
been doing their home work 
thoroughly—not in the case of 
a filthy or neglected mouth. 

Following the complete scal- 
ing of all lower teeth at a 
first sitting, scaling of upper 
teeth and polishing of both 
jaws at the next sitting is very 
often done, thus dividing the 
entire treatment into two sit- 
tings. : 

Start the polishing with the 
lower jaw. This requires a 
dental tape and a paste made 
of pumice, 200 fine, combined 
with germicidal properties, to 
do justice to approximal sur- 
faces. 

Each approximal tooth neck 
and surface must be rubbed 
separately up and down; and 
after this, lingual, buccal, 
labial and occlusal surfaces 
are polished with the smallest 
available rubber cup charged 


with the same powder, made 
into a paste with water and, 
finally, all exposed surfaces, 
including grooves and = sulci, 
are gone over with engine 
tooth polishing brushes 
charged with the paste. 

Wooden points are a de- 
lusive waste of time, except 
on roughened labial, lingual, 
buccal and occlusal surfaces. 
How could they possibly reach 
the entire approximal surface 
of necks, especially without 
wounding gingival margins, 
unless embrasures have been 
abnormally increased by dis- 
ease? 

Finally, test for the presence 
of any infectious film which 
may have escaped, by applica- 
tions of Dr. Eugene S. Tal- 
bot’s germicidal iodo-glyce- 
role, again giving special care 
and attention to approximal 
surfaces of bicuspids and mo- 
lars, without escaping any 
teeth, and wherever the stain 
reveals. plaques, while saliva 
is excluded, more polishing, 
and occasionally more delicate 
scaling, must be repeated until 
such spots are thoroughly 
cleared. 

And all this is of less value 
unless the patient is drilled in 
a technique for home work 
which suits conditions existing 
in each mouth, and does apply 
it faithfully between office 
treatments. 





‘Don’t Forget to Look Under the Bed!’’ 
—October ORAL HYGIENE. 
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EDITORIAL 


EA PROCTOR McGEE, D.D:Si, M.D., Editor 
212 Jenkins Building, Pittsburgh, Pennsylvania 




















The Editor welcomes manuscripts and will take best possible care of any 
submitted, but cannot be held reinonaible for them. Manuscripts should be 
accompanied by self-addressed s envelopes. Typewritten manuscripts 
are preferred and should be double-spaced and written on one side of , the 


paper only. 












A New Dental Film 


 reeey 4 finished a film, entitled 
a) ‘Oral Hygiene—A Story About 
the Teeth and How to Care for 
Them.” 

A few days ago, a little group of us who are 
particularly interested in oral hygiene had 
this picture run for a private view. 

It is the kind of picture that will very 
greatly attract the interest of children. 

The story of the sure results of neglect of 
the teeth is plainly told—and also the 
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results of proper mouth hygiene are empha- 
sized. 

In order to hold the children’s interest, a 
number of animal pictures, revealing the 
methods of mastication, are shown at inter- 
vals. 
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One of the most interesting of the animals 
in the picture is a tame chimpanzee who has 
been taught to brush his teeth and who does 
it about as gracefully as the average child. 

This film is available, through the Clinical 
Film Co., for lectures and demonstrations and 
is really a very good one. 

The illustrations that we are printing were 
taken from interesting parts of the reel. 





















More School Physiologies 


Reviewed 


i in Philadelphia, J. B. Lippincott 
and Company publish a series of 
school physiologies written by J. H. Culler, 
Ph.D., Professor of Physics in Miami Uni- 
| "versity, Oxford, Ohio. , 
There are three books in the series. The 
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First Book says on the title page that it is for 
pupils in the lower grades; the other two 
books don’t say who they are for. 

The last copyright on this series is 1911— 
ten years ago. I hope that the subject 
matter is not as old as the copyright. 

These books are endorsed by Mary H. 
Hunt, Life Director of the National Educa- 
tional Association, National Director of 
Bureau of Scientific Temperance Investiga- 
tion and World and National Superintendent 
of the Department of Scientific Temperance 
Instruction of the Women’s Christian Tem- 
perance Union. 

Up to the present, she has evidently not 
been appointed a director of the Inter- 
Planetary Educational Association. 

In addition to this endorsement, there are 
three physicians—one doctor of divinity, 
and one doctor of philosophy, who stand 
sponsor for the Lippincott Physiologies. 

In Book One there are really some very 


' good paragraphs—which would be much 


better if the English were improved. 


TEMPORARY AND PERMANENT TEETH. The 
first set of teeth, which appears in infancy, 
consists of twenty teeth, ten in each jaw. These 
are called temporary, or milk teeth. Between six 
and fourteen years of age, the temporary teeth are 
removed, rt ¢ a second set appears, called per- 
manent teeth. They number thirty-two; sixteen in 
each jaw. 


The use of the word ‘‘removed’’ in this 
paragraph is misleading. 


Book 1—Page 120. Names or THE TEETH. The 
four front teeth in each jaw are called the incisors 
or cutting teeth; the next tooth in each side is calle 
a cuspid, or canine tooth; the next two are called 
eer and the last three on each side are called 
molars. 
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39.—The permanent teeth in one side of the upper and the lower 
jaws. a and 4 are incisors; ¢ marks the cuspids; d and ¢, the bi- 
cuspids ; /, g, and 4, the molars, 








This is the first accurate naming of the 
teeth that I have seen in any of the physiolo- 
gies so far reviewed, but in the very next 


par agraph—Book 1—Page 120. The cuspids in the up- 
per jaw are commonly called eye-teeth, while those in 
the lower jaw are called stomach teeth. The-last molar 
on each side above and below does not appear until a 
person is about twenty years old, and for this reason 
these four teeth are called wisdom teeth— —the chil- 
dren are taught to call their upper cuspids 
‘“‘eye teeth”’ and the lower cuspids ‘‘stomach 
teeth,’’ which is not in the line of good judg- 
ment; also in this first book, the third mo- 
lars appear at twenty years of age while in 
the other two books, which are more ad- 
vanced, the third molars appear at twenty 
to twenty-five years of age! 
Book 1—Page 121. How Treersa Fir ToGEeruer. 
The teeth are so formed that the cusps, or elevations 
upon the grinding surfaces of the bicuspids and 
molars fit into depressions in the teeth of the oppos- 
ing jaw, and in this way the food taken into the 


mouth is ground into fine particles before passing 
into the stomach. 


This is a remarkably poor description of 
the method by which the food is divided for 
digestion. 
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Fia. 49.—Permanent teeth of the right side. (Gray.) 1, 2, and 3, 
molars; 4 and 6, bicuspids; 6, canine; 7 and 8, incisors. 





According to this paragraph, a pair of cog 
wheels would do just as well. 

According to this text the incisors, cuspids 
and bicuspids have but one root and the mo- 
lars in the upper jaw have three roots while 
those in the lower jaw have only two. 


Would it not be just as well to state the 
actual fact that the first bicuspids usually 
have two roots? 

In Book Two, there is a very fair picture 
of the teeth [Fig. 49] which is a great im- 
provement over Fig. 39. It would seem 
that this picture would be properly used in 
the first book also. 


Book 1—Page 142. If a tooth be cut through the 
middle from end to end it will be seen that the 
crown is covered with enamel, which is the hardest 
substance in the body. The outer layer of the 
root is called cementum and is very much like 
the bone. Lying beneath the enamel of the crown 
and the cementum of the root is the dentine, which 
is the largest part of the tooth. Through the centre 
of the tooth is a cavity which contains the small 
veins and the nerve. | 
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How about an artery? 


In this paragraph, the word ‘‘cementum”’ 
is correctly used for the first time in the 
school physiologies that I have read. It is a 
pity that the author did not commit this 
paragraph to memory, because had he done 
so, he would have saved himself a very 
embarrassing mistake that we will notice 
later on. 
Book 1—Page 149. CorREcTING IRREGULAR 
TEETH. Irregular and protruding teeth detract 
much from one’s personal appearance, and they 
are not so useful as are perfectly set teeth. A good 
dentist or surgeon, assisted by mother and child, 
can easily correct such irregularities, if the attempt 
be _— before the bones of the jaws become too 
hard. 


In correcting the irregularities of the teeth, 
there is no doubt that a good dentist, or pref- 
erably an orthodontist, would be the person 
required, but just what assistance a surgeon 
would be in the case is beyond my compre- 
hension. 

Book 1—Page 150. Artiricia TEETH. Many 
persons ‘entertain a mistaken value of artificial 
teeth and believe them as useful as the natural ones. 
Carefully made experiments prove that the chewing 
power of the very best artificial teeth is only about 
one-fourth that of a sound, well-preserved, natural 
set. It is easy to understand why they are such poor 
substitutes, if seventy-five per cent of the masticat- 
ing ability of the jaws is lost when the teeth are 
extracted. 


Just where the Professor of Physics got 
his figures upon the efficiency of artificial 
teeth is uncertain, but there is no doubt that 
the figures are wrong and that if you have 
properly made and properly articulated teeth 
you will get far more than 25 per cent 
efficiency; other than these remarks, Book 
One is good and shows distinctly that 
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the article upon the teeth was originally 
written by someone with a considerable | 
knowledge of the mouth, but when Prof. 
Culler went over it, he injected his own 
ideas and to that extent destroyed the value 
of the original article. 
Book 3—Page 97. Tue Moutu. The mouth may 
be considered the gateway to the digestive tract. 


It is here that we can exercise our will as to the kind 
and character of the food which we will take. 


I would suggest that the selection of the 
kind and character of the food we eat is 
made long before the food reaches the mouth 
and the selection, I would presume, would 
begin down at the grocery store, extending 
through the kitchen and on to the dining 
room table. 

After the food reaches the mouth, I 
think Prof. Culler would agree that it 
would be very impolite to change your 
mind in regard to the selection that saci 
been made. 


Book 3—Page 97. Since the proper food for 
infants is milk, teeth do not appear until about the 
age of six months. At that age a temporary set of 
teeth begin to cut through the gums one after 
another, until at about two years of age there are 


ten teeth in each j jaw. 

These do not last long, for soon a permanent set 
starts beneath them, and at the age of five or six 
years begin to push out the first set and take their 


places: 


The phrase that ‘‘these do not last long”’ 
is extremely misleading physiologically. The 
temporary teeth last as long as Nature needs 
them, which, on the average, is six or seven 
years, and I consider six or seven years a 
very long time in the life of a child. It is 
not true that at five or six years of age the 
permanent teeth begin to push out the first 
set and take their places. 
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Fie. 50.—Longi- 


tudinal section of 


tooth. £, enamel; 







Book 3—Page 98. ComMPosITION 
or TEETH. Teeth are made of 
hard material similar to bone. 
They are composed of a crown, 
which is that part extending be- 

yond the < the neck, which 
v8 surroun d by the ums; and 
the root, which is em dded in 
the bone of the jaw and firmly 
fixed with cement. 

_A cross-section of a tooth shows 
that it is composed of three parts. 
In the centre is the pulp-cavity 
which is filled with a net-work of 
blood-vessels and nerves. 

Surrounding the pulp is the dent- 
ine, which is very oo 3 and yet is 
alive and composed of fibres radiat- 
ing from the pulp and receiving 
nourishment from the blood that 
circulates through the pulp-cavity. 
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D, dentine; P, pulp. 


In this paragraph, the Professor has again 
‘jumped the trolley,’ and has forgotten that 
he had already properly used and defined 
the word “‘cementum”’ in Book One. He now 
has the teeth imbedded in a bone of the jaw 
and fixed with cement, which proves conclu- 
sively that he neither knows the histology 
nor the anatomy of the jaws. He also 
states that the dentine is very hard and yet 
is alive and composed of fibers, radiating 
from the pulp. For his information, I might 
state that the dentine, instead of being com- 
posed of fibers, is penetrated by the fibers. 

Book 2—Page 46. TEETH. The teeth begin to cut 
through the gums when a child is only about six 
months old. They keep coming, one after another, 
until he is about two years old. Then he has ten 
teeth in each jaw. These are only temporary teeth. 

They do not last long. 

“These are only temporary teeth that 
do not last long.”” Can you imagine a 
sentence that would have a more demoraliz- 
ing effect upon the care of temporary teeth 
than this? It seems to me that if this had 
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been read over by the lady on the endorse- 
ment page, even she would have stopped | 
long enough in the elevation of the race to 
appreciate the fact that if temporary’ téeth . 
are not conserved, the adult life of the next 
generation will be more seriously damaged 
than it was in the last generation by the 
late Mr. Barleycorn. 

Book 2—Page 48. THe Canines (Doc TEETH). 


There are two of these in each jaw, one on each side 
just back of the incisors. 


‘Here the learned Professor explains that 
the canines are dog teeth—why not call 
them pig teeth or tiger teeth, if it is necessary 

| to look at them from the veterinary stand- 





point? 


Book 2—Page 48. THE STRUCTURE OF THE 
Treetu. The part of a tooth which extends beyond 
the gum is called the crown. The part fastened 
into the bone of the jaw is the root. The front teeth 
have but one root, and the back ones have two or 
more. All are firmly fixed into the bone with cement. 


The part of the tooth which extends ‘“‘be- 
yond”’ the gum is not clear; this might 
mean either below or above the gum, covered 
or uncovered. In this instance, he states 
that the front teeth have but one root, the 
back teeth, two or more. Just what does he 
mean by back teeth and how many more 
roots would the Professor of Physics allow 
us to have? 

Book 2—Page 49. Around the pulp is a hard 


bony material called dentine, and outside of all is 
the enamel. 


This is misleading because the enamel 
only covers the crown and the cementum 
| covers the root; both enamel and cementum | 
are outside of the dentine. 
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Book 2—Page 49. When you wish anything to 
dissolve rapidly in water you first pound it into a 
fine powder and then stir it into the water. In the 
same way the food must be ground into fine bits so 
that it can be easily and rapidly changed by the 
digestive juices. 

This is a remarkable comparison for a 
Professor of Physics to make. A fine powder, 
which of course must be ground without the 
presence of moisture, is an impossibility so 
far as mastication is concerned. | 

When these three books are again revised 
I would suggest that the person who wrote 
the text upon the teeth in the first book 
be allowed to write the text also for the other 
two, and that the author’s name be given. 





Who Changed the Name? 


THis sticker has been used to advertise the 
Milwaukee meeting. 
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Having already mentioned the Publicity 
Committee’s feeble efforts, I would eall their 
attention to the fact that the name of our 
national body is ‘‘National Dental Asso- 
ciation.” 
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A Country Dentist 


By W. A. BRIERLEY, D.D.S., Denver, Colo. 
Contributing Editor 


for 43 years, retired since 1914 
and, living in Sunderland, 
Mass., died May 19th, having 
reached the age of 74. 

The writer records these 
facts with feelings of rever- 
ence, as from childhood to 
early manhood he was a 
patient of Dr. Pomeroy and, 
during the years of his own 
experience in the realms of 
dentistry, Dr. Pomeroy has 
always stood out in his mind 
as representing the ideal 
“family dentist’”—a man of 
skill, highly respected, and 
with a successful practice in 
a town in which he was the 
only dentist for many years. 

To the credit of dentistry 
it can be said that men of his 
type are not uncommon among 
the country dentists of our 
broad land. 

The Hampshire Gazette, of 
Northampton, Mass., in re- 
cording Dr. Pomeroy’s death, 
adds the following: 

It seems almost a pity that some- 


body could not have made a book 
out of Dr. Pomeroy. He was a 
Mark Twain, and an Artemas Ward, 
with a generous dash of Uncle 
Remus, all sweetened and refined 
by his flooding kindliness and love 
for all Nature and all men. Horses, 
dogs, all that lived out of doors, 
the woods, rivers and ponds, were 
friends of his, and he knew a trout 
so intimately that it seems not too . 
much to say that the trout knew 
him, and came joyously to his 
landing net. He was brim full of 
story and anecdote. He never 
needed to go far from home to find 
life interesting. How he could 
laugh, and make others laugh! Even 
when he had them trussed up and 
helpless in his operating chair his 
drollery would make them forget 
the toothache and then beg him to 
stop until they were unstrapped 
and could roar with laughter. 
“Some yell and some laugh up 
here,” he said. ‘‘I have a large 
stock of both.” Always the brave, 
sweet, kindly, merry gentleman, 
whose heavy load of care, laid on 
a sensitive heart, was gently hid- 
den from the world about him. The 
people of Easthampton were deeply 
sorry to lose him. It seemed, and 
seems still, as if he belonged to 
them, where he had so many 
friends, but the friendship never 
ceased to ripen and grow richer and 
more mellow and worth while even 
though he went away. We think 
of him and smile deeply and happi- 
ly, and he himself would say that — 
that memory was abundantly worth 
having lived for. 
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A day’s catch at Battersea, 
Ontario, by Dr. H. H. Turner, 
of Syracuse. 


The X-ray room Dental Di- 
vision, Hampton Roads, Va. 


Passed by Naval Censor 
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Dr. J. E. Gilbert, of Seattle, tries riding a feathered 
Ford—an incident of his recent California trip. 
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Dr. C. M. Hart, of Salt Lake City, examines the teeth 
of his pet bear, Jerry. 





“Te Dentiste” 


From a painting by Gerard Van Honthorst, in the Dresden gallery 


Gerard Van Honthorst, Flemish painter, born at Utrecht in 
1592, died in 1662, lived a long time in Italy where he took the 
surname of ‘‘Gherardo dela Notte,’’ Gerard of the Night, be- 
cause of the sharp contrasts of light and shade which his best 
works present, interior scenes lighted by torches and lamps. 
One feels in his work a very marked influence of Caravaggio. 
His style was, at his time, the prevailing mode in Italy. 


The principal figure, vividly lighted by the torch which is held 
by the woman at the right, undergoes the extraction of a lower 
tooth by means of a hand-forceps strongly clenched. Various 
figures discerned through the half-light attentively follow the 
operation. One of them holds the patient’s arm, of which 
a figure in the foreground makes fun. The operator— suit- 
ably clad — is working conscientiously and the patient is suffer- 
ing considerably. 

The value of this work consists more in the light effects and 
the arrangement of the composition than in the physiognomies 
of the characters which are treated in a cold and conventional 
manner.—G. D. in La Semaine Dentaire. 
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“Only a Dentist” 


NCE upon a time, 
at a certain golf 
club of which I 
am a member, I 
was introduced to 
a ‘Doctor X.”’ 

I found him a likable fellow, 
which is saying something, for 
he walloped me at golf and 
being walloped at golf seldom 


There were doctors of law, 
doctors of languages, doctors 
of divinity, as well as doc- 
tors of philosophy, long before 
the practice of medicine was 
recognized. 

Nevertheless, along comes 
the medieal ‘‘profesh’’ — al- 
most the last on the list — 
usurps to itself the title of doc- 


prejudices 
you in favor 
of the wal- 
loper. 

The next 
day I met 
Dr. Z., whom 
I had known 
for some time 
and who be- 
longed to the 
same club. I 
mentioned 
having been 
introduced to 





EDITOR’S NOTE 


Dr. Harold E. Kerwin, 
of New Bedford, Mass., 
sent this article to me, 
pointing out that it 
originally appeared in The 
Houghton Line. The pub- 
lishers of the Line have 
granted courteous per- 
mission to reprint the 
story in ORAL HYGIENE. 

Dr. Kerwin writes: ‘I 
felt sure that some of my 
brother practitioners 
would enjoy reading it.”’ 

The Houghton Line is, 


tor and rele- 
gates to the 
rear all other 
claimants. 
The result of 
this effront- 
ery is that 
the wearer of 
the title of 
doctor — who 
isn’t a medic- 
al practi- 
tioner—is 
looked at 
somewhat 


Dr. X., and 
what a good 


cation. 





incidentally, a lay publi- 


askance, as if 
he had no 








fellow I had 
found him to 
be. Dr. Z. thereupon took 
particular pains to inform me 
that Dr. X. was nota “‘real 
doctor,” but ‘‘only a dentist.” 

Why the distinction, is be- 
yond me. 

The word ‘‘doctor’”’ means 
master, in the sense that the 
one bearing the title is a mas- 
ter of some branch of learning. 
The original meaning of the 
word “doctor” was that its 
bearer was a teacher, an in- 
structor, a learned man, one 
skilled in some learned profes- 
sion. 


right to it. 
This arro- 


gance on the part of the 


medico is all the more astound- 
ing in the light of the fact 
that the practice of medicine 
is not an exact science, but 
actually.a sort of ‘‘catch-as- 
catch-can”’ science. 

But the medicos parade 
themselves as exact scientists, 
nevertheless, though their pre- 
tensions are ridiculous. Why, 
if they were what they would 
have us believe them to be, 
measles, scarlet fever, chicken 
pox, whooping cough, mumps 
and all those kindred ills 
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which almost every kiddie has 
to fall heir to would have been 
wiped out of existence long 
ago. 
The surgeon has more claim 
to being an exact scientist 
than the medico. Surgery has 
advanced to a wonderful state 
of accuracy and precision; in 
fact, surgery never did sur- 
round itself with mystery and 
has nearly always been ready 
to frankly admit its ignorance 
when it didn’t know. 

Surgery has been ruthless, 
it is true, in its acquirement 
of knowledge and has slaugh- 
tered lives, both human and 
animal, by the thousands in 
order to learn, but it has not 
been guilty of the chicanery 
and mysticism by which the 
medical profession has covered 
up its ignorance. 

The surgeon is a direct ac- 
tionist. He cures by the em- 
ployment of radical measures, 
but he is also the servant of the 
Greatest Physician in ‘the 
World — Nature, in that he 
removes the obstacles which 
prevent Nature from apply- 
ing her healing treatment. 

Nature cures through the 
circulation of the blood. A 
part of the anatomy of a hu- 
man being may be so diseased 
or injured that Nature’s ef- 
forts to restore a perfect cir- 
culation, and thus effect her 
curative measures, are baffled. 
In steps the surgeon with his 
scalpel, and severs, or sepa- 
rates, the diseased or injured 
part, thus removing the ob- 
stacle to Nature’s restoration 
of the blood circulation. Then 
Nature completes the cure by 


applying her remedies through 
the blood and by removing, 
through the blood, the dis- 
eased tissues which the sur- 
geon’s knife have not elimi- 
nated. : 

The practice of dentistry is 
merely a branch of surgery 
and the dentist is, in fact, a 
‘dental surgeon.”’ 

The doctor of dental surgery 
can guarantee results in nine 
cases out of ten. 

Instead of trying to know all 
the human anatomy, he has 
concentrated on one specific 
portion, and as a result his 
cures are, with rare exceptions, 
certain. 

Furthermore, the dentist 
can supply artificial bones for 
those he removes, which arti- 
ficial bones are in many Cases 
an improvement on the ones 
supplied by Nature. In this 
respect, he rather surpasses 
the surgeon, whose replace- 
ment ability has yet hardly 
gone beyond the stage of ex- 
perimentation. 

A dentist is also one of the 
greatest preventers of disease, 
for many diseases are created 
by bad teeth, or at least by 
poor digestion due to bad 
teeth. 

From early boyhood, my 
wise parents sent me to the 
dentist once every six months. 
Since accumulating a fraction 
of their wisdom in my own 
cranium, [ have continued this 
practice and I have kept all 
my teeth except one and have 
had only two filled, though 
I’m some years past fifty. 

The one I lost I sacrificed 
that I might be in condition to 
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make a speech. It was either 
no tooth or no speech, so I 
let it go, but I have often since 
wished I had decided the other 
way about. In those days, 
however, I hadn’t yet become 
a Near-Editor and was not 
invited to make so many 
speeches as I am now. 

“Only a dentist!” 

If a dentist was no more cer- 
tain of his profession than the 
medical practitioner, he would 
be petitioning the law-making 
bodies to pass laws prohibiting 
folks from pulling their own 
teeth. 

In that case, my grandson 
might be doing time for mal- 
practice, for he has pulled his 
sister’s teeth by the simple 
process of attaching one end of 
a string to the tooth, the other 


end to a door knob, and then 
slamming the door. 

My grand-kiddie has prac- 
ticed for pay, too, for he re- 
ceived a cash consideration 
for each operation, and then 
divided fifty-fifty. with his 
patient, an act of generosity I 
believe unheard of in the medi- 
cal profession. 

I believe that the dentists 
have given modern civilization 
as many benefits as the medi- 
cal men have — and I believe 
that they have done it with the 
expenditure of far less ‘bull.’ 

And the more I ponder over 
the fact that Dr. X. is “‘only 
a dentist,’”’ the more I like him 
and admire him and the less I 
like Dr. Z. Perhaps it is be- 
cause Dr. X ts only a 
dentist. 








NorTH CAROLINA 
STATE BoARD OF HEALTH 
Editor ORAL HYGIENE: 

Your letter of July 14th is received. I received this letter 
about an hour before we held a committee meeting of represent- 
atives from the North Carolina Medical Society to discuss some 
of the questions which you are at work on. I showed the letter 
to the other members and they all agreed heartily on the point 
you make in this letter. 

I am satisfied it will be a ) Slow and tedious process to get 
much done. 

The main trouble comes in the persistency in which all our 
colleagues of the teaching profession, from college presidents 
down to third-grade teachers, continue, as in the past, utterly to 
ignore advice from doctors, dentists, etc. 

In other words, the past practice of placing pedagogical 
standards, regardless of the accuracy of the matter taught, 
above everything else, will probably continue for a generation 
or two longer. . 

I am receiving OraAL HYGIENE regularly and enjoy every 
issue. With best wishes, I am 

Yours sincerely, 
G. M. Cooprr, M.D.., 


Raleigh, N. C. Director. 











Laffodontia 


If you have a story that appeals to you as funny, send it in to the 
editor. He may print it—but he won’t send it back! 








‘fRepeat the words the de- 
fendant used,” said the law- 

er. 

“‘T’d rather not. They were 
not fit words to tell a gentle- 
man.” 

“Then,” said the attorney, 
‘“Whisper them to the judge.”’ 





Husband: “Didn’t I tele- 
graph you not to bring your 
mother with you?”’ 

Wife: ‘‘That*’s what she 
wants to see you about. ”’ 





Prosecuting Attorney (to 
opponent): ‘‘You’re the big- 
gest boob in the city.”’ . 

Judge (rapping for order): 
‘‘Gentlemen, you forget I am 
here!” 





“Cheer up, old man: why 
don’t you drown your sor- 
row?” 

‘“She’s bigger than I am, 


and besides, it would be 


murder!”’ 





“Say, Joe, you.ought to 
buck up and show your wife 
who is running things at your 
house. ”’ 

Henpeck, (sadly) “‘It isn’t 
necessary. She knows.” 





Two Scotchmen were fishing 
in a small boat off the shore 
of Scotland. They were so 
interested in the contents of a 


jug which they had carried 
along that before they knew it 
they had drifted out of sight 
of land. When they dis- 
covered their plight they be- 
came very excited, and for a 
whole day they drifted, rowed 
in circles and scanned the 
horizon. One of them, as a 
last resort, dropped to his 
knees and began a prayer as 
follows: ‘Oh, Lord, if you 
will only spare us this time I 
pe tee will touch another drop 
O Vs 

“‘Hold on!” exclaimed his 
companion, ‘‘Don’t commit 
yourself. I think I see land.” 


Judge: ‘Did the prisoner 
offer any resistance? ”’ 

Officer: ‘‘Only a dollar, yer 
honor, an’ I wouldn’t take it.” 








Affable Clergyman (to little 
boy wearing half-socks): 
“Who’s got nice, round, 
chubby legs?” 

Little Boy: “Mummy!” 





“What are the chances of 
my recovering, doctor?”’ 

“One hundred per cent. 
Medical records show that 
nine out of every ten die of 
the disease you-have. Yours 
is the tenth case I’ve treated. 
Others all died. You’re bound 
to get well. Statistics 1s 


‘statistics. ”’ 
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